University Honors Thesis
University of South Florida
St. Petersburg, Florida

CERTIFICATE OF APPROVAL

Honors Thesis

This is to certify that the Honors Thesis of

Janelle Coffman
has been approved by the Examining Committee
on April 26, 2006
as a satisfactory for the thesis requirement
for the University Honors Program

Examining Committee:

~?$',

..

')-:?7

.4.<-~-~

Thesis Director: Susan M. Toler, Ph.D.
Instructor, College of Arts and Sciences

---

I

~

The1 is Committee Member: Nadav Goldschmied, M.A.

Graduate Instructor, Psychology Department

Incorporating Health Outcomes
In Physical Therapy

By

Janelle Coffman

A thesis submitted in partial fulfillment
of the requirements of the
University Honors Program
University of South Florida, St. Petersburg

April 26, 2006

Thesis Director: Susan M. Toler, Ph.D.
Instructor, College of Arts and Sciences

....___

Acknowledgments

I would like to thank Dr. Susan Toler for her genuine interest and enthusiasm in
my work. I couldn't have had a better director. I would also like to thank Nadav
Goldschmied for his participation in the current project. His editing advice and revision
suggestions made it all possible. Lastly, I would like to thank Susan Fleshman, PT for
lending me the research material that inspired the entire project. She is a role model in
her field.

Table of Contents

Ch. 1. Introduction ... .. .... .. ... ... .. .............................................. .. ... ... ... ........ 1

Ch. 2. Health Outcomes ... .... .... .. ..... ......... ... .... .... . ... .. .................................. 5

Ch. 3. The Oswestry Disability Index, the Roland and Morris
Disability Questionairre, and the SF-36 ...... . ..... .... ... ............. .. .. .. ............. 9

Ch. 4. The Shoulder Pain and Disability Index (SPADI)
and the UPenn Shoulder Scale ...... .. ... .... .. ..... ... .. ................................. 15

Ch. 5. Incorporating Health Outcomes ......... .. ...... ..... ....... . ........ . ... .. ..... ... . ......20

Appendices

Append. A. The Oswestry Disability Index .............. ......... .. .. ..... ... . ....... ........... 25
Append. B. The Roland and Morris Disability Questionnaire .. .................. ......... .... 28
Append. C. The SF-36 ............... .... . ........ ..... ...... .. . ..... .... .......... . ....... ..... .... 29
Append. D. The Shoulder Pain and Disability Index ..... ...... . ........... .... ... .. ... .. ...... 31
Append. E. The UPenn Pain & Satisfaction and UPenn Function Scale .................... .32

..

Chapter 1 : Introduction

Chapter 1: Introduction

The human body is the only machine for which there are no spare parts.
- Hermann Biggs

Ask any physical therapist and they will be sure to tell you the human body is
nothing short of amazing. It provides each person with an individual subjective
experience of the world. It is the only possession that people are born with and that
cannot be taken away. Within the array of different shapes and sizes bodies come in
reside personalities and lives even more unique, all whom deserve to feel good and be
happy. Everyday, physical therapists help patients with their ultimate possessions,
working as the "mechanics" of a true "body shop."
The scope of the physical therapy practice is quite immense. The patient
population ranges from pediatric to geriatric. Practice settings can be found anywhere
from hospital inpatient care, to outpatient clinics, to fitness centers, to schools, to
patients' own houses. The diagnoses seen by physical therapists create a list too long to
name, encompassing acute and chronic conditions, pre- and post-surgical procedures,
injury prevention, functional limitations, and various disabilities, (APTA, 1999).
Many things are considered before any purposeful interaction occurs, however. Crucial
initial elements of patient/client management defined by the American Physical Therapy
Association include conducting an examination and evaluation, and determining a
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diagnosis and prognosis, (APTA, 1999). Only after these considerations can an
optimized, individualized intervention begin.
The ending outcome is not solely a reflection of the intervention, but is a result of
all the elements of patient/client management, (APTA, 1999). During the examination,
the physical therapist notes the outcome expectations of the patient. During the
examination and evaluation, the physical therapist assesses whether these expectations
are realistic or achievable for the particular patient. After the intervention, physical
therapists are to consider the success of the intervention through various tests and
measures, the patient's satisfaction with the results of the program, and whether or not the
patient is in need of continued physical therapy services. These outcome measures are
then embodied in a statistical report that can be used for data comparison and analysis,
(APTA, 1999).
These versatile components of the physical therapy practice create a unique and
challenging mission statement for therapists. The ultimate goal of engaging in interaction
with a patient is to maximize the outcome of the intervention. While this simple
statement sounds rather generic, it becomes quite complicated when considering the
numerous aspects by which outcomes can be measured. Within the physical therapy
practice alone, outcomes are measured in areas relating to motor and functional activity,
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pain scales, cardiopulmonary efficiency, developmental progress, and more. Under these
categories are numerous tests and measures that gather information through interview,
questionnaire, instrument use, functional assessment, and other techniques.
In a study conducted with 176 physical therapists and 86 physiotherapy
directors, only 8% of therapists and 12% of directors were completely satisfied with their
current method of documenting clients' progress, (Cole, B., Finch, E., Gowland, C., &
Mayo, N.). The majority was only moderately satisfied, (60% of therapists and 59% of
directors). This dissatisfaction stemmed from wanting to improve the documentation and
monitoring of clients' progress, which they felt would in turn improve the overall
approach to client care, (Cole, B., Finch, E., Gowland, C., & Mayo, N.)
The results of this study were not due to lack of conformity to specific types of
measures. In fact, the majority of physical therapists and directors indicated in the
questionnaires that they did not wish for a specific system of measurement to be imposed
on them, (Cole, B., Finch, E., Gowland, C., & Mayo, N.) Though educated and liberated
to use any standardized outcome measure of choice, there was still some emptiness, some
void not being fulfilled in the documentation of patients' progress.
While it is important for physical therapists to be able to use their measurement of
choice to match the specific criteria of the patient and diagnosis, it would be nice to have
some type of measure that could be used across the board. This would allow for broad
comparison among different patients, diagnoses, techniques and interventions. An all
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applicable measurement would also help to ensure scales that ignored negative
aspects of the intervention were not the only outcome measurement used or reported.
A growing area of research in outcome measurement may be the answer. It has
been recognized that the majority of physical therapy outcomes are usually defmed by the
provider, not the patient, (Cole, B., Finch, E. , Gowland, C., & Mayo, N.). While the two
are complimentary, they may not be the same. Research in an area called "health
outcomes" takes this into consideration. It is a more comprehensive technique for
collecting outcome measures, one that is more subjective, collaborative, and puts its
greatest focus on the patient' s quality oflife and satisfaction of care.

What exactly are health outcome measures? Are any of these currently used in
physical therapy? How can they be further incorporated into current practice? Could this
be the answer to improving patient care and documentation of patient progress? These are
important questions to answer before merely tossing a new measurement scale at physical
therapists. This analysis can best be done on one area of measurement at a time. In this
thesis, I intend to narrow my focus specifically on measures of adult motor and functional
activity.
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A teacher is never too smart to learn from his pupils... It's a matter offitting your current
practices to fit the event and the individual. See, what's goodfor one person might not be
worth a darn for the next guy.
- Bill Bowerman

Symptoms verses signs. Sensation verses perception. Hearing a story verses living
it. Words form a bridge that correlates feelings with description. Subjective experiences
pose a different challenge when it comes to outcome measurement. Covert symptoms
cannot be directly observed. They must either be volunteered by the patient or derived
through communication with the health care provider. It is vital to take these things into
consideration. After all, which is being treated, the symptom or the patient?
Health outcomes were first used with the geriatric population in the late 1970' s.
Seeing that the majority of the elderly population has more than one condition, health
outcomes provided a mean to collect a measurement of quality of life encompassing all
aspects of health care. Individual's functional ability and quality of life started to be
assessed and taken into account, rather than solely focusing a single condition. In the
early 1980's, it was used in health insurance studies, assessing the different effects of
costs on medical care and patient health. Recently, it is being recognized more and more
that though physiological measures are some indication of the outcome of an
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intervention, they may not be a sufficient measure of the overall impact the intervention
had on the patient, (NLM).
Health outcomes assess variables such as quality of life, physical functional
status, psychosocial functioning, complications, and longevity and mortality. The success
of a treatment is defmed not only by the physiological status of the patient following the
intervention, but also the effect of that intervention on the individual's life. Measures
such as effectiveness of treatment, appropriateness of studies, patient treatment
preferences, variations in medical practice patterns, and changes of patient health status
and satisfaction are all emphasized in the emerging science ofhealth outcomes research,
(NLM). Previous efficacy studies narrowly examined treatments in controlled

environments. How much ecological validity does this have with the real world? Health
outcomes research uses effectiveness studies, aiming to understand how multiple
"narrow" results interact to form a "broad" comprehension of the end results of medical
care, (Foundation for Health Services Research).
Physical therapy is one of many sectors of the health care system. It is a vital
component, and one that I feel could greatly benefit from the incorporation of health
outcomes research. Currently, the physical therapy practice uses functional capacity
evaluations, FCEs, which consider data such as age, gender, race, ethnicity, and
socioeconomic level. To determine one's overall functional capacity, this report
compares the current abilities of the patient to the desired activity level to which he or she
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wishes to resume, (APTA, 1998). This is an objective measure, however, determined by
the physical therapist, and the "desired activity level" is most often those functions of the
patient's occupation. Practicing in this way has the narrow purpose of an efficacy study.
There is low ecological validity to real life.
The need for health outcomes measures in physical therapy has been exemplified

in the results of several recent studies. A study in the United Kingdom consisted of 200
patients with low back pain who were randomly assigned to one of two conditions, either
receiving an advice booklet from a physical therapist or receiving an advice booklet as
well as 6 sessions of physical therapy. The advice booklet merely gave tips on ways to
stay active. After a year, the two conditions showed no difference in level of disability of
quality of life scores, (Frost, Lamb, & Doll). Patients receiving physical therapy sessions
saw some significant benefit in the first two months, but the experimenters went so far as
to conclude this fmding a placebo effect. Researchers' conclusion: Physical therapy
sessions do not offer any additional benefit over simple advice to remain active.
Another study looked at 116 subjects with full-thickness rotator cufftears, (a
tendon in the shoulder). For the duration of rehabilitation post-surgical repair, patients
were randomly assigned to either watch a videotape of physical therapy exercises or to
meet with a physical therapist in person. After 52 weeks, there was no difference in
overall self-reported outcome of function between the outcomes of the two groups,
(Roddey, et al.). These results concur with the previous study.
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Another study, however, highlights a possible reason for the latter results. 20
patients with patella-femoral osteoarthritis (the knee joint) received nine sessions with a
physical therapist. After treatment, all patients completed a questionnaire and an in-depth
interview to assess the outcome of the intervention. The results of these two sources of
data agreed less than 50%. Patients whose questionnaires showed increases in pain selfreported in the interview as feeling improved and happy with the treatment, (Campbell,
R., Quilty, B., & Dieppe, P.). The same incongruence appeared for patients who selfreported feeling worse, their questionnaires showing improvement.
Questions begin to arise. What kinds of scales were used in the other studies? Can
health outcomes measures be the link between these methods? In the following chapters,
1 will examine the measures used in these studies as well as other scales frequently used
in the physical therapy practice. Due to the wide scope of outcome measures in physical
therapy alone, I will concentrate specifically on adult motor and functional activity.
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Chapter 3: The Oswestry Disability Index, the
Roland and Morris Disability Questionnaire, and
the SF-36

Nearly 80% of Americans will experience some form of back pain in their
lifetime, (North American Spine Society, 2005). The study done in the United Kingdom
looked specifically at patients suffering from low back pain. The sample was composed
of 200 subjects who were all 18 years or older and had been experiencing the pain for at
least six weeks. As previously mentioned, after one year of either physical therapy
sessions or advice to stay active, there were no differences between the two conditions,
(Frost, et al., 2004).
The study excluded patients that had or had the possibility of having any serious
disease. Here we see the first example of low ecological validity. Perhaps patients with
only one symptom may be relieved from simple physical activity. To generalize one
would better include a more representative sample as many patients experience multiple
symptoms. Health outcomes research specifically originated within the geriatric
population due to their multiple diagnoses. A replication of this study should be
performed without the exclusion of these patients. Though working with a non representative sample, we will still analyze the depth of the scales used to obtain these
results.
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The Oswestry Disability Index
The first measure used was the Oswestry Disability Index, (see Appendix A). This
is a scale used to specifically measure outcomes for spinal disorders. There are 10
sections on the questionnaire, assessing the areas of pain intensity, personal care, lifting,
walking, sitting, standing, sleeping, sex life, social life, and traveling. Under each section,
the patient would pick from multiple choice sentences the response that most accurately
described their current ability in that domain. The chosen responses, (which were all
worth varying amount of points), were then totaled and divided by 50, assigning the
patient with a percentage score that place him or her into one of five categories:
minimally disabled, moderately disabled, severely disabled, crippled, or bed-bound,
(Fairbank & Pynsent, 2000).
The scale has been validated as a vigorous outcome measure. Analyses of studies
using the scale agree that more research must been done regarding the scale's sensitivity
to real change and the process by which it should be used, (Fairbank & Pynsent, 2000).
No scale is going to have 100% reliability or validity as there is no truth to science.
However, the specificity for the situation in which the scale is being used should be
heavily considered. When the sole purpose of a study is to detect change in status, it is
not wise to use a scale in which its detection of change is significantly questionable.
In behavioral psychology, self-reporting is actually categorized as a form of
indirect assessment, meaning it is obtained through opinions and thoughts that cannot be
observed by others. In scales like the Oswestry Disability Index, subjects are self
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reporting, yet have to choose from already determined responses! What if none of
the choices described how their individual condition? Here we have a second level of
being indirect. . Some scales corroborate self behavioral observations with those of a
primary care giver to ensure reliability.
Level of expectation is also important to consider. In the book Quality ofLifo, the
authors take into account that most current quality of life scores do not take patient
expectation into consideration, (Carr, et al., 2002). If patient experience does not meet
expectations, there will be disappointment. If experience exceeds expectation, however,
there will be pleasant surprise. Perhaps patients receiving the physical therapy sessions
had higher expectations. Clinical status may have improved, but if it did not meet those
expectations, the patients may have reported the same quality of life measure as
previously recorded.

The Roland and Morris Disability Questionnaire
The second measure used in this experiment was the Roland and Morris Disability
Questionnaire, (see Appendix B). This self-administered questionnaire consists of24
sentences describing functional ability. The patients marked only the sentences that they
felt correlated with their current status, each marked sentence being worth a point. Scores
range from 0 to 24, low scores indicating a low level of disability and high scores
indicating a high level of disability, (Roland & Morris, 1983).
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There are many limitations to this measure. First, the makers of the scale
themselves admit that there is little known of its usefulness in aiding decision making
regarding individual patients, (Roland & Morris, 1983). More research on the scale's
validity alone should be done before it is considered a reliable instrument.
Second, the makers also noted that scores under 4 and over 20 may not show
significant change over time, (Roland & Morris, 1983). This suggests that the perhaps the
questionnaire choices are too constricted in their descriptions and unable to show fine
changes in health status. When you are healthy (low scores) there is not much change
over time. Once you get sick and start treatment, there is going to be a lot of up and down
as your feelings change constantly. Once you reach a threshold in terms of your pain
(very severe) and treatments can do almost nothing to alleviate pain, your scores become
stagnant and remain high.
Though self-reported by the patient, the scale seems rather objective in that the
descriptive words are already chosen for them. Perhaps none of the statements on the
scale exactly related to the patient's condition. Rounding to the closest correct statement
could have resulted in inaccurate reporting and failure to report significant change.
Finally, all24 sentences spoke from a disabled point of view. For example, a
sentence might say, "I find it difficult to get out of a chair because of my back," (Roland
& Morris, 1983). No sentence questioned the patient' s ability. Concentrating solely on
negative aspects could possibly prime the subjects to think in a pessimistic manner.
Furthermore, these types of statements give no opportunity to show improvement in
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function over time. It may still be hard to get out of the chair, yet at the same time easier

than it was before! When changes are small and scene on a daily basis (a person is with
their injury every second!) it can hard to recognize the overall effect. Take the example of
a baby or puppy growing. The change in size is not as dramatic to the mother as it is for

an acquaintance who visits once a month! This is why a physical therapist should perform
measurement in combination with the patient's subjective report.
Overall, this measure was not suited to be used in this experiment. It has yet to be
proven consistent through other research and is by no means validated to report results
that can be generalized.

The SF-36
The third measure used in the experiment was the SF-36, (see Appendix C). This
self-administered measure of generic health status consists of 36 items from which eight
independent health profiles are derived. There is a variety of multiple choice, yes or no,
and scale ratings, covering areas such as past health status, current activity level,
emotional life, social life, and physical life, (Brazier, et al., 1992).
While the makers of this scale label results as "generic," this seems to be the most
well-rounded, accurate measure used in the current study. The results are well-rounded,
covering a broad range of topics in the subjects' lives. It also uses a variety of question
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formats, which, as we will see in a later chapter, ensures that the subject isn't
misunderstanding how to answer a particular type of question. This scale would likely
concur with the goals of health outcomes research. The use of such a scale as one
component of outcome measurement would be very useful when combined with other
forms of measurement.

As a final form of outcome measurement, the experimenters had each patient rate
their perceived benefit of treatment on scale ofO to 10. The expectation effect could
again be applied to question the use of such a scale. An additional observation is that
rating the benefit of"treatment" means that half of the subjects were rating their own
physical activity. Perhaps pride could come into play when one has to own up to results
as being a product of their own effort. As for the latter, it would be easier for the physical
therapy condition to displace disappoint on the physical therapists behalf. This idea
adheres to the well known self serving bias in social psychology. Unconsciously, people
have a tendency to externalize their failures and internalize their successes.
Another problem with using a scale from 0 to 10 is that there is the " no
preference" or "I don't know" midpoint of 5. Responses such as this give the participant
the opportunity to "wash-out" the effect of the scale. Researchers would be better off to
employ a scale on the whereabouts of a 1 to 7 range, eliminating the midpoint confound.
Suggestions already made and additional suggestions relevant to this study will be
explored in chapter 5.
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Chapter 4: The Shoulder Pain and Disability
Index (SPADI) and the UPenn Shoulder Scale
Shoulder injuries are common enough, yet the most popular specific occurring are
rotator cuff injuries. The "rotator cuff' is a combination of ligaments and muscles in the
shoulder. In the study conducted in Houston, Texas, 116 subjects with full-thickness
rotator cuff tears followed orthopaedic surgical repair with a one of two types of home
exercise programs, either watching a video tape or attending instruction sessions with a
physical therapist. As previously mentioned, the results showed no difference between
the outcomes of the two conditions.

Shoulder pain and disability index (SPADD
The first measure used was the Shoulder Pain and Disability Index, (see Appendix
D). There are two parts to the scale. Part one consists of five scenarios. For each
description, patients marked on a continuum line ranging from "no pain" to "worst pain
imaginable." Part two also consisted of scenarios, except here there are eight and the
level of difficulty is assessed on the continuum, ranging from "no difficulty" to "so
difficult required help," (Roach, et al., 1991).
For each description in both parts, a specific physical action is listed. The authors
of the scale are determined the weights given to each domain. Two large assumptions are
made here. First, that all of these actions are equally relevant to all the patients. Lifting
may be very important for one person while walking to someone else. Second, even if all
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the actions are relevant to all the patients, the level of importance of one action compared
to another could be different. This contradicts the method by which results are being
measured where each response is weighted with equal percentage to end outcome
measurement.
Also, the continuum of the scale is vague. The patient might not truly know what
score they are marking. A sample question from part two might look like as follows:

Tying your shoes?

So Difficult
Required Help

No Difficulty

Due to this vagueness, the patient might not remember what score they marked on
the previous assessment. A patient may know they have improved, yet mark the same
score. Like most of the scales already looked at, all questions are concentrating on
negative aspects, possibly priming the patients to think negatively.

UPenn Shoulder Scale
The second scale used was the UPenn Pain & Satisfaction and UPenn Function
Scale, (see Appendix E). The self-administered scale consists ofthree parts. Part I
consists of four 0-10 rank scales. Three of the scales assess pain scenarios and one
assesses overall satisfaction. Part II consists of 20 descriptions of physical functions . The
patients rate their ability ranging from 0 to 3, 0 being "can't do at all" and 3 being "no
difficulty." There is also an X option meaning "didn't do before injury." Part III of the
scale is done by a physical therapist. Range of motion and strength are measured with the
arm in different positions, (Leggin, et al., 1999).
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Part II asks about such specific actions, it might be hard for the patient to recall
exactly encountering that exact scenario. For example, some items described lifting I or 2
pounds without bending the elbow while others described lifting 8 or 10 pounds. A health
outcomes approach would go about the assessment by having the patient lift those desired
weights on the scene and allowing the patient to give individualized, verbal responses.
Questions that should be asked are:
How often they have been lifting that weight? _ _ _ _ _ _ _ __
In what motion and contexts?
Does the pain vary in these contexts?
How important is it to be able to lift that
weight in the future?
How difficult is it currently to lift that weight?_ _ __ _ __ _ _
Compared to just after injury?
Compared to prior to injury?

Asking questions of this sort does several things. It ensures that an action relevant
to the patient is being assessed. It allows for individual response. It allows for a more
accurate response, not relying on estimated retrospective memory. It questions
longitudinal progress to remind the patient of how they have felt in the past compared to
how they feel now. It also searches for possible extraneous variables, like additional
injury. If a patient can only life the weight in one range of motion or is not making
normal progress, perhaps something else could be wrong.
Satisfaction was finally assessed, but it was only one of the four scales. This gives
only a quarter weight in Part I alone, and loses even more weight when averaged in with
Parts II and III. How can satisfaction be looked over so easily when it should be the main
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purpose of treatment? Health outcomes take the patient's well-being and satisfaction with
care into consideration. If scales have to have pre-determined responses, there should be
half assessing progress and half assessing disability. Interview, too, should be worded to
elicit negative and positive responses.
The physical therapist measured strength and range of motion. While is it good
that an objective form of measurement was incorporated, incorporating some of the
values of health outcomes could have made measurements even more comprehensive.
There are general clinical tests for range of motion and strength for specific muscle
groups in the physical therapy practice. However, the patient may exhibit lower success
with care if they have not been performing that motion and lower satisfaction with care if
they are not making progress with the motions relevant to his or her daily activity. A way
to prevent this could be to ask the patients what their primary desired motions are at the
beginning of treatment. Each time they are assessed, standard clinical positions as well as

patient specific positions could be measured.
Also, both arms should be measured by the physical therapist. The "good" arm
sets the stage for where the injured arm's "normal" is. There is always the possibility that
a person is overall stiff or less flexible than others.
I was not able to find the order in which these three parts were performed. If the
physical therapist measured the patients first, this may have put them in pain and
distorted their responses on the following parts. When outcomes of treatment
interventions are being compared, they should be done in the same order and manner
with all subjects in a particular condition.
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Aside from the scales, the results of the study as a whole pose some questions.
Patients who had undergone previous surgery to the shoulder or patients with rheumatoid
arthritis were excluded from the study. A health outcomes analysis would not exclude
these patients, for they are most accurately representative of the general population.
A concept in psychology is that people tend to externalize their failures and
internalize their successes. It is possible that patients assigned to the physical therapy
condition held the physical therapist responsible for results. Likely, they would expect to
get greater results with a physical therapist verses performing the treatment on their own.
After all, the therapist is a trained, educated, professional whose whole career mission
statement is to rehabilitate injury. One would expect speedy results. If pain or discomfort
remained at measurement sessions, these patients would not hold back in letting the
physical therapist know they had not completed their job.
On the other hand, patients assigned to the videotape condition would more likely
hold their personal performance liable for results. It was their sole responsibility to play
the tape and perform the exercises correctly, with no one there to correct them and no one
to displace blame. Since results would be a self-product and internalized, patients might
be very satisfied with their own work and progress, seeing that they made any progress at
all without a trained professional.
Suggestions already made and additional suggestions relevant to this study will be
explored in chapter 5.
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Chapter 5: Incorporating Health Outcomes

The extent to which the analyzed studies related to techniques used in health
outcomes research. Without re-doing the studies with health outcomes measurements, it
cannot be said whether the results would have been better or even different from current
results. None of the studies included interview. This is a key component in health
outcomes research. If a scenario existed where only worksheet, fill-in type assessment
methods could be used, there are still some general ways in which a health outcomes
approach could be incorporated.
-Answers should be made "yes or no" followed by a space for subjective
explanation. This would allow for therapists to get details as to how the patient feels. The
patient also may respond differently on paper than they would to the face of a medical
professional.
- Expectations should be taken into consideration. Start the questionnaire with
reminding the patient of their prognosis and seeing if they agree with it. This will control
for level of expectation affecting reported score.
-Give options for positive effects, negative effects, and no effects. This will
control for priming the patient into a certain state of mind. It will also control for
contradicting responses.
- Take into account multiple medical conditions and medications. These could
affect treatment progression and quality of life scores.
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- Include a general quality of life score that can be used across the board for all
injuries. The scale should take into account before injury, compared to last assessment,
and current level.
- Question adherence to the program. Even when patients were assigned to
physical therapist visits, they are still required to do the home exercise program which
they were taught at home. This would control for reasonable results and keep subjects
from displacing the blame onto the physical therapist when they also see themselves as a
responsible party.
- Have the medical professional read the scale questions to the patient and write
the patient responses. This would allow for the patient to ask a question if there was a
misunderstanding to any particular item.

- As embodied in the description of health outcomes research, include scales
concerning cost of care, quality of life, psychosocial functioning, complications, and
longevity. These are important extraneous variables that weight heavily on the success of
treatment programs.

Scales should be combined with personal interview as well as objective
measurement by a physical therapist. As mentioned earlier, the therapist should take
clinical measurements as well as those relevant to and desired by the patient. Some might
argue that health outcomes measures are too specific to be compared between patients. If
physical therapists are measuring different motions with every patient whom may have
varying multiple conditions, how can their results ever be compared? Kind of goes along
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with the old saying "No two people are alike." In order to attain in-depth,
comprehensive measurement, different things are going to be measured because the
people being measured are different. The flexibility of health outcomes measurement

'

allows for sculpting a data collection method that truly reflects the progress and goals of
the unique patient.
What is disturbing about the previously reviewed studies is that the lacking

!I

aspects are covered under the protocol of physical therapy. During the preliminary
evaluation, therapists are supposed to ask the patient questions relevant to their unique

I

l

I

life in relation to the injury. The protocol and intervention should then be geared toward
rehabilitating the injury in pursuit of returning the patient to their desired activities. In a
study, however, these specific measures are not accounted for or reflected in results due

I

f
(

to the use of such generic scales that must apply to every patient. With the incorporation
of health outcomes into current scales, patient responses to rehabilitation programs could
be more accurate, comprehensive, and individualized.
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Oswestry Disability Questionnaire
This questionnaire has been designed to give us information as to how your back or leg
pain is affecting your ability to manage in everyday life. Please answer by checking one
box in each section for the statement which best applies to you. We realize you may
consider that two or more statements in any one section apply but please just shade out
the spot that indicates the statement wbicb most clearly describes your problem.

Section 1: Pain Intensity
£ I have no pain at the moment
£ The pain is very mild at the moment
£ The pain is moderate at the moment
£ The pain is fairly severe at the moment
£ The pain is very severe at the moment
£ The pain is the worst imaginable at the moment
Section 2: Personal Care (eg. washing, dressing)
£ I can look after myself normally without causing extra pain
£ I can look after myself normally but it causes extra pain
£ It is painful to look after myself and I am slow and careful
£I need some help but can manage most of my personal care
£ I need help every day in most aspects of self-care
£ I do not get dressed, wash with difficulty and stay in bed
Section 3: Lifting
£ I can lift heavy weights without extra pain

£ I can lift heavy weights but it gives me extra pain
£ Pain prevents me lifting heavy weights off the floor but I can manage if they are
conveniently placed
£ Pain prevents me lifting heavy weights but I manage light to medium weights if
conveniently positioned
£ I can only lift very light weights
£ I cannot lift or carry anything

Section 4: Walking*
£ Pain does not prevent me walking any distance
£ Pain prevents me from walking more than 2 kilometres
£ Pain prevents me from walking more than 1 kilometre
£ Pain prevents me from walking more than 500 metres
£ I can only walk using a stick or crutches
£ I am in bed most of the time
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Section 5: Sitting
£ I can sit in any chair as long as I like
£ I can only sit in my favorite chair as long as I like
£ Pain prevents me sitting more than one hour
£ Pain prevents me from sitting more than 30 minutes
£ Pain prevents me from sitting more than 10 minutes
£ Pain prevents me from sitting at all
Section 6: Standing
£ I can stand as long as I want without extra pain
£ I can stand as long as I want but it gives me extra pain
£ Pain prevents me from standing for more than 1 hour
£Pain prevents me from standing for more than 30minutes
£ Pain prevents me from standing for more than 1Ominutes
£ Pain prevents me from standing at all
Section 7: Sleeping
£ My sleep is never disturbed by pain
£ My sleep is occasionally disturbed by pain
£ Because of pain I have less than 6 hours sleep
£ Because of pain I have less than 4 hours sleep
£ Because of pain I have less than 2 hours sleep
£ Pain prevents me from sleeping at all
Section 8: Sex Life (if applicable)
£ My sex life is normal and causes no extra pain
£ My sex life is normal but causes some extra pain
£ My sex life is nearly normal but is very painful
£ My sex life is severely restricted by pain
£ My sex life is nearly absent because of pain
£ Pain prevents any sex life at all
Section 9: Social Life
£ My social life is normal and gives me no extra pain
£ My social life is normal but increases the degree of pain
£ Pain has no significant effect on my social life apart from limiting my more energetic
interests e.g. sport
£ Pain has restricted my social life and I do not go out as often
£ Pain has restricted my social life to my home
£ I have no social life because of pain
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Section 10: Travelling
£ I can travel anywhere without pain
£ I can travel anywhere but it gives me extra pain
£ Pain is bad but I manage journeys over two hours
£Pain restricts me to journeys of less than one hour
£Pain restricts me to short necessary journeys under 30 minutes
£ Pain prevents me from travelling except to receive treatment

Score: I x 100 =%
Scoring: For each section the total possible score is 5: if the first statement is marked the
section score = 0, if the last statement is marked it = 5. If all ten sections are completed
the score is calculated as follows:
Example: 16 (total scored)
50 (total possible score) x I 00 = 32%
If one section is missed or not applicable the score is calculated: 16 (total scored)
45 (total possible score) x 100 = 35.5%

Minimum Detectable Change (90% confidence): 10%points (Change ofless than this
may be attributable to error in the measurement)
*Note: Distances of I mile, 'l2 mile and 100 yards have been replaced by metric distances
in the Walking section.
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Roland and Morris Disability Questionnaire

Name:
Age:

Date:
Score: _ _ _ _ _ _ __ __

When your back hurts, you may find if difficult to do some of the things you normally
do. Mark only the sentences that describe you lately .. ..
1. [ ] I stay at home most of the time because of my back.
2. [ ] I walk more slowly than usual because of my back.
3. [ ] Because of my back, I am not doing any jobs that I usually do around the house.
4. [ ] Because of my back, I use a handrail to get upstairs.
5. [ ] Because of my back, I lie down to rest more often.
6. [ ] Because of my back, I have to hold onto something to get out of an easy chair.
7. [ ] Because of my back, I try to get other people to do things for me.
8. []I get dressed more slowly than usual because of my back.
9. []I stand up only for short periods of time because of my back.
10. [ ] Because of my back, I try not to bend or kneel down.
11. [ ] I find it difficult to get out of a chair because of my back.
12. []My back or leg is painful almost all of the time.
13. [ ] I find it difficult to turn over in bed because of my back.
14. []I have trouble putting on my socks (or stockings) because of pain in my back.
15. [ ] I sleep less well because of my back.
16. [ ] I avoid heavy jobs around the house because of my back.
17. [ ] Because of back pain, I am more irritable and bad tempered with people than
usual.
18. [ ] Because of my back, I go upstairs more slowly than usual

Instructions for scoring:
The patient is instructed to put a mark next to each appropriate statement.
The total number of marked statements are added by the clinician. Unlike the authors of
the Oswestry Disability Questionnaire, Roland and Morris did not provide descriptions of
the varying degrees of disability (e.g. 40%-60% is severe disability).
Clinical improvements over time can be graded based on the analysis of serial
questionnaire scores. If, for example, at the beginning of treatment, a patient's score was
12 and, at the conclusion oftreatment, her score was 2 (10 points of improvement), we
would calculate an 83%910/12 x 100) improvement.
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INSTRUCTIONS: This set of questions asks for your views about your health. This information
will help keep track of how you feel and how well you are able to do your usual activities. Answer
every question by marking the answer as indicated. If you are unsure about how to answer a
question please give the best answer you can.
In general, would you say your health is: (Please tick one box.)
1.
Excellent
0
Very Good
0
Good
0
Fair
0
Poor
0
Compared to one year ago, how would you rate your health in general now? (Please tick one box.)
2.
Much better than one year ago
0
Somewhat better now than one year ago
0
0
About the same as one year ago
Somewhat worse now than one year ago
0
Much worse now than one year ago
0
The following questions are about activities you might do during a typical day. Does your health
3.
(Please circle one number on each line.)
now limit you in these activities? If so, how much?
Yes,
Limited
A lot

Activities

Yes,
Limited A
Little

Not
Limited
At All

1
2
Vigorous activities, such as running, lifting heavy objects,
3
..P.~!1i.Y.i.P.~~.i.r:t.9.!f.l..~~r~.r:!~.Q~~--~P.9rt~............................................................. ......................... ···············-------- --------------·-··-·
1
2
3(b)
Moderate activities, such as moving a table, pushing a
3
...v.~g~_~,~.m.9!~.~m~.r.J?.9)N!!DR•. 9E.P.!?ii.Y.ing__gg!f.............................................. ·-··-··············- ........................... ........... ...............
3(c) ...l::i.f!!DR.9!:.Q~!:JY!~_g.gf.QQ~!:[~§...................................................................... --------------······
1
..........?-...........
3(a)

········-~---·-····

3(d) ___gJJm.~!r!9..~~.v.~r.~!.fl_i_g~~-f?..9.f..f?.~~!r.~.............................................................

1
·-------------------

2
3
···--·-··-············- ····---------------3(e) ___qJm.~!r!9..~-~~--~li_g~~--9.f..~-~~!r~.---······················-·····-···-·····-·--·-····--·-··········-··· ---------------·--·1
2
3
--------------·········
--------·----------3(f) ---~~.QQ)f.l_g,_~f.l.~~_lj_rJ_g, __QL~19.9PJ.Qg _____________________ ........................................... ·-·-·····-·--·-··-··
1
2
3
-----·-··-·-···--·-------------------····3(g) .. YY..~!lr!9..~9.r.~.t~~-~-~--~R~---···············-······················································ ···-·······-········
1
2
3
······-··-·------------ --------············
3(h) .. YY..~!~!r!9..~~.Y.~r.~!..l?.!~.~~~---·-··-·--·-···········-·-·····-··········-·-··-····--·-··-·-··--·-·--·-··- -----------------··1
2
3
--------------------···
----------·--------3(i)
1
2
3
.. YY..~!~!r!9..~m~..l?.!!?.~~---·····-··-··········-····-··-·-··-··································-·······-······ -·------------------ ----------------------···········-····--··
Bathing or dressing yourself
1
2
3
~
4.

4(a)

During the past 4 weeks, have you had any of the following problems with your work or other
regular daily activities as a result of your physical health?
(Please circle one number on each line.)
Yes
No
__ g~-~-9f>.~r:!.9n.tl:l.~.~-~9.~.~t9.f.~!m.~.Y.9.~.:m.~Dt.<?.r!..~.Q~~--9.r..<?.~~~r-~-~~!Y.!~!~~----······-··-·

1
----·---------------

2
1
2
..6Q99.1!!P.)J~-~-~g__I_~~~J~~D..Y.9.~..~9.~!9..!~~~-----····-·-·······························-····--·-····················· ------------······-·
----------------·····
4(c) ..'!!.~x~__Hm.i.~~-~.!r!..~t!~.-~!r'.~_g_t~gr.~.9E.91t!~r.-~9~J.v.i1i.~~---················································
1
2
············-------- ·----················
4{d)
Had difficulty perfonning the work or other activities (for example, it took
1
2

----·-··-··-·········

4(b)

extra effort)

5.

During the past 4 weeks, have you had any of the following problems with your work or other
regular daily activities as a result of any emotional problems (e.g. feeling depressed or anxious)?
(Please circle one number on each line.)
Yes
No

1
2
__gy_tgg_~Q.s>n.!b.~.~-~9.~-~t9.t~!m~.Y.f>.~-~P-~m..<?.r!..~.<?.r~..9.~. Q~h~.r-~-~!!Y.!~!~~---···········- ···-------------····
·····················
5(b) .. Aff9.r:nP..l!~-~-~9..1.~~§.m.~o..Y.9.~.-~9.~!9..!l~~---······································································ .........1......... .........f ..........
_5{c) _ . ~idn't do work or other activities as carefully as usual
1
2
5(a)
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6.

Dunng the past 4 weeks, to what extent has your phys1cal health or emotional proorems mteiiered
with your normal social activities with family, friends, neighbours, or groups? (Please tick one box.)
Not at all
0
Slightly
0
Moderately
0
Quite a bit
0
Extremely
0

7.

How much physical pain have you
None
Very mild
Mild
Moderate

had during the past 4 weeks? (Please tick one box.)

0
0
0
0

s~ere

0

Very Severe

0

8.

During the past 4 weeks, how much did pain interfere with your normal work (including both work
outside the home and housework)? (Please tick one box.)
Not at all
0
A little bit
0
Moderately
0
Quite a bit
0
Extremely
0

9.

These questions are about how you feel and how things have been with you during the past 4
weeks. Please give the one answer that is closest to the way you have been feeling for each item.
All of
Most
A Good
Some
A little
None
of
the
Bit
of
of
the
of
the
of
the
the
(Please circle one number on each line.)
Time
Time the Time
Time
Time
Time

9(a)
9(b)
9(c)
9(d)
9(e)
9(f)
9(g)
9(h)
9(i)

10.

11.

.. P.!9..Y9.~.f.~~!.f~!!.9f.tlf~1. ........................................ ~.......1..............?. ...............~---···· ·t···--··1..............§.......~ .......§.......

··~:~:--~~~··f~~~~~~d:~~·f:~~~~::-~~~~:t······--1·······}······ ·--····~······ --·--···-j-····--·t·····--! ····--· ··--···~·······t·····--~·--····
..09.~1JiOfl.99.1.,1.tQ.~D-~~LY.Q.I.,I..~P.?. .............................. ................................................................................. ................
.. tt.~~~..Y.9.1:l..f~J~..~~!m..~o.9.P..~~~~-f\-!!:?. .................... ......J .............?................~ ........ .......1..............§..............§ .......
.. P.l9.Y.<?.~.D-~X'~..~.!gtgf..~o.~r9.Y.?. ...................................L ...........?. ...............~ ...............1..............§....... .......§ .......
.. tt.~~~..Y.9.t.,~..f~Jt99.~.'liJ~.~!1.~9..~.o9J~!\-!~.?.....................L ...........?................~ ...............1....... .......§..............§.......
.. P.l9.Y9.~.f.~~L~9.m..9.\-!~.?. ................................................L .... .......?................~ ...............1....... .......§....... .......§ .......
.. ti.~Y~..Y.Q.I:l..R~.~O..~.b.~P.P..Y..P.~!.~QD.?. ...........................J ..............?. ...............~ ........ .......1..............§..............§ .......

11 (b)
11 (c)
11 (d)

2

3

4

5

6

During the past 4 weeks, how much of the time has your physical health or emotional problems
interfered with your social activities (like visiting with friends, relatives etc.) (Please tick one box.)
All of the time
0
Most of the time
0
0
Some of the time
A little of the time
0
None of the time
0
How TRUE or FALSE is each of the following statements for you?
(Please circle one number on each line.)

11 (a)

1

Did_you fee l tired?

Definitely
True

Mostly
True

Don't
Know

Mostly
False

Definitely
False

!. . . . . . . .

I seem to get sick a little easier than
I
1
I
2
I 3
I
4
I
5
..9tt:l~r..P.~.9.P.!~...................................................., ............................................., .....................................
.. L~.m.~.!?..IJ~.~!tb.Y..~l?.~.'lY.R.<?.9.Y. L~m?.~.......................1.....................?.................~.................1......... ..........~ ........ ..
.. L~_)_(.P.~ftmY..t:l~~J.tiJJ.9..9.~.t~g-~~~.............................1............ .........?................ J ........ .........1...................~ ..........
My health is excellent

1

Thank You!
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Shoulder Pain and Disability Index

Name:
ID II:

Week Number: PRE 6W 12W 24W 52W
__

Date ofSuraery;

Part 1: Place 1 mark oa tbc Uac to !bow bow much PAIN yo• ...vc had lg tile oaet week for acb
q...UOit

Worst Pain Imaginable

Example: No p, in

l. At its wont?
No Pain

2. Wlaen lyin

------------~------~---------~ on the involved side?

Worst Pain Imaginable

No Pain

- - - - - - - - - - - - - - - - - - - - - W o r s t Pain Imaginable
3. When rue billg for sometbiac on a high shelf?
No Pain
- - - - -- - - - - - - - - - - - - - - - W o r s t Pain Imaginable
4. When tou• bing the bac:k of your aeek?
No Pain
- - - - - -- -- - - - - - - - - - - - - - W o n t Pain Imaginable

S. When pualaing witb the iavolved arm?
No Pain
- - - - - - - - - - -- - - - - - ----Wont Pain Imaginable

Part 0: Place I mark OD the line to show how muc:b DIFFICULTY )'OU bave bad !p the past wu!
to do the acdvJt) Hstad below.

1. Washing y I»Ur hair?
No Difficulty_

So Difficult
Required Help

l. Wasbba& y :.ur bac:k?
No Difficulty_

So Difficult
Required Help

3. Putting on an undenhirt or pullover shirt?
No Difficulty_

So Difficult
Required Help

4. Pattin& oa a ablrt that buttons dowa the front?
No Difficulty _

So Difficult
Required Help

5. Putting oa your paan?
No Difficulty _

-

6. Plac:io1 an object oa a high shelf?
No Difficulty _

so Difficult
Required Help
So Difficult
Required Help

7. Carrying a heavy objeet oliO pounds (4.54 kg) or more?
No Difficulty_

So Difficult
Required Help

8. Removing aoaietbille from your back pocket?
No Difficulty_

·

So Difficult
Required Help
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UPenn Pain & Satisfaction and UPenn Function Scale

Name:
ID II: ·- - - -- - - - - - - - O.te ofSursery:

Weet Number: PRE 6W llW 24W 52W

-

.

Circle tile numoer mat Mil tpplies to your ability kl
Pleue cirele ttae ftUftlber clae. IJt to your level of

3•fto dlfllc:ulty

pain or ads6K.1 on•=--~-~
11
Pala •• rat witla you erm ,Y yo•r tide:

0 I 2 3 4 S 6 7 8 9. JO
l'lo hill

Wonl PM
~

PeiD with aormal activitia
(eatfDa, d ......iat. batlaiDI):
0 I 2 3 4 5 6 1 8 9 10

........

W-hle

NoPala

Pala wttla 1tre11110• a.c:tfvftf •
(raclllq, llftaq, pu•toa. I •.WJII,
tllrowtal):

0 1 2 3 4 5 6 7 8 9 10
No Pltio

W-l'aill

PMiblc

I

Pair ScaR =/3 0
How ~adll&d are yoa witla lie earreet

level oft.Kdoa ofyo•u'd•c: dder?
0 I 2 3 4 S 6 7 8 9 10
Nol

VfiY
SeliiOed

Selil6ed

IN\'

7"wc~

J

. UNI'NV

!NV

UNI'NV

%
DHr

Pt

Reach the small of your back to
tuclc in your shirt with band
Waab inidd.Je ofbacklbook bra
Perform necessary toileting
Wash tbe blu:k of the opposite
shoulder
Comb bait

J 2 I 0 X

Place band behind bead with
elbow held straiaht out to side
Dreu self (includina put on a
CO&t 111d DUll off shirt overhead
Sleco on ~ed side
Open a door with affec:ted side
Carry a bla of aroceries with

bcndma elbow

901bd

Place a soup can (1-2N) on a

Jlt
·thvmb

ahelf.above your· bead without

......__

Device:

-lb-- ftlb

k
Eltatlide

IJt at side
Abd. At .., POS
Toca1 Poln11 •

-

INV

I.W

UN

- _h'N
- -

%

l 2 I 0 X
3 2 l 0 X

R.e.ch 1 sbdf' above yow- bead
without bendina elbow

'

Total PoiaU ""

32 I 0 X

activities

on ibeif' at shoulder level
without beiMtina elbow

Elt:Y.

Pta

Dif

..

•·

3 2 I 0 X.

3 2 I 0 X
3 2 I 0 X

32

iOX

3 2 I 0 X
1 2 I 0 X

l210X

3 2 I 0 X

(c~a...-.••

-__j_·.
160 _ ,

3 2 I 0 X

3 2 I 0 X

3 2 I 0 X

elbow

Place a one gallon containe1' (81~) on a shelf overhead
without beDdinR elbow
Perform usualiiiNI~A: :.:
Perfurm bowebold ct.>res
lauodry, cookiQa)

Throw ovemancl, swim, or
overhead rac"4Uet IDOrts
Work full-time at rewJar iob
Total Function ..

32

.J

•••

Place a gallon container (8-1 0#)

Elt at
0 abd.
EJlllt

. . . . . . . . . . . . ....,...,...., &4

Place a soup can (1·21#) on a
shelf at shoulder level-without

Rqe o(M9Jil !Jl
Pl .OM

l"''Iftte cliftieufty

..can't do at all

affected arm
carry a briefc:ue or small
suitcase with tbe affected arm

Clinieiao Usc onty be ow this lioe

AROM

J•mvdl difllculty

3 2 I 0 X

l l 1 oX
1 2 I 0 X
ll I 0 X
32JQX

160

1

